Lead II of the surface ECG. A 37 year old man with learning difficulties presented to our hospital in 1999 with anorexia, 12 kg weight loss, swelling of the legs, and night sweats. On examination he had a dusky generalised pigmentation but no rash and slight hepatomegaly. He had a microcytic anaemia (haemoglobin 11.9 g/l , mean corpuscular volume 75 fl) and erythrocyte sedimentation rate 89 mm/ hour. Blood biochemistry profile, serial urine samples for microscopy and culture, and chest radiography were normal. Abdominal ultrasound revealed a gross right sided hydronephrosis, but was thought to be a long standing problem caused by pelviureteric junction obstruction. There was no evidence of a pyonephrosis.
A bone marrow examination revealed non-specific reactive changes only. Lymphocyte markers were normal. Computed tomography of the chest and abdomen showed multiple enlarged lymph nodes in the mediastinum, paraaortic area, mesentery, inguinal regions, and axilla. Lymphoma was ruled out with two lymph node biopsies, the first one of which revealed non-caseating granulomata and the second showed extensive fibrosis. Toxoplasma and bartonella serology were negative. A liver biopsy was performed and the specimen was too fragmented for histology but smears and cultures for acid-fast bacilli were negative. The patient remained unwell during these investigations and was hypoalbuminaemic (28 g/l). All these above mentioned investigations took a long time because they were difficult to organise with his learning difficulties. We had to get most of them done under a general anaesthetic. This was between 1999 and the next admission in 2001.
He was admitted to the hospital in February 2001 with a two week history of intractable diarrhoea with yellow plasticine-like stools, faecal and urinary incontinence, anorexia, vomiting, and 4 kg weight loss over three months. He had abdominal distension due to a bowel ileus, confirmed on abdominal radiography. There was no evidence of any neurological involvement. His haemoglobin was 6.6 g/l, mean corpuscular volume 74 fl, C-reactive protein 108 mg/l, and albumin 15 g/l. Antiendomysial antibodies were negative. A barium follow-through examination of his bowel showed thickened jejunal mucosal folds suggesting small bowel pathology. An enteroscopic jejunal biopsy showed oedematous villi with severe active chronic inflammatory cells including macrophages which had foamy granular eosinophilic cytoplasm. Staining of these granules showed that they were periodic acid Schiff (PAS)-diastase resistant ( fig  1) .
QUESTIONS
(1) What is the diagnosis in this case (tropical sprue; giardiasis; coeliac disease; Crohn's disease; Whipple's disease)?
(2) What is the pathognomonic central nervous system manifestation (dementia; cerebellar syndrome; supranuclear ophthalmoplegia; facial and ocular myoclonus; brainstem syndromes)? A 27 year old man presented with gradual coarsening of his facial features noticed for the past two years. It was associated with marked oiliness of the facial skin and excessive sweating from the palms and soles. He had also noticed gradual painless swelling of the tips of his fingers and toes since puberty, which had assumed a bulbous appearance. He did not have any systemic or visual complaints or recent change in voice. There was no history of similar illness in any of his family members. Concern for his altered appearance brought him to hospital.
On examination, he was found to have a worried face, with deep horizontal furrowing on forehead, thick eyelids, broad nose, and prominent nasolabial folds ( fig  1) . The facial skin was thick and greasy. His scalp skin was doughy with deep, longitudinal, cerebriform folds along the vertex. Wrists and ankles were wider than usual with cylindrical contour. Hands and feet were broad with grade IV clubbing of the fingers (fig 2) and toes. The joints and digits were non-tender. Palms and soles were moist and velvety. His body proportions and vision were normal. A thorough systemic examination did not reveal any abnormality.
Routine haematological and biochemical investigations gave results within normal limits. Lateral skull radiography did not reveal any bony abnormality of the sella turcica. Serum growth hormone and prolactin levels were within normal limits. A skin biopsy specimen showed an increased number of fibroblasts, collagen bundles, and keratin cysts in the dermis. Radiographs of the wrist joint and hands are shown in figs 3 and 4 respectively. 
SELF ASSESSMENT QUESTIONS
A 67 year old woman was referred by her general practitioner to our accident and emergency department with a two day history of nausea, vomiting, and blurred vision in both eyes. Her drug history included that of taking atenolol and paravastatin. Five months before this referral, she had suffered a stroke and computed tomography then had revealed parietal lobe haemorrhage. She was examined by the casualty doctor and was subsequently admitted on the medical ward for management of her systemic symptoms. The systemic symptoms improved on antiemetics but she continued to complain of poor vision from both her eyes. Subsequently she was referred to the eye department.
Six months before this referral to the eye clinic, a dilated fundus examination had revealed a macroaneurysm in the right eye not involving the fovea. The visual acuity recorded on that occasion was 6/6 in both eyes.
Ocular examination revealed visual acuities of hand movements in both eyes. The anterior segment photographs of both eyes are shown in figs 1 and 2. Intraocular pressure was recorded to be 14 mm Hg in each eye.
QUESTIONS
(1) Describe the anterior segment photographs.
(2) What is the diagnosis? A n 84 year old woman was admitted to our acute stroke unit with sudden onset of slurred speech and right sided weakness of six hours' duration. She gave a history of a previous myocardial infarct, chronic obstructive lung disease, and depression. On examination she was comfortable and there were no peripheral stigmata of chronic disease. Neurological examination was consistent with a left hemisphere lacunar stroke syndrome. Respiratory examination was unremarkable except for decreased breath sounds and dullness to percussion at the left base. A right thoracotomy scar in the fifth intercostal space was noted. Abdominal examination was insignificant except for a healed laparotomy scar. Routine blood tests including white cell count, C-reactive protein, and plasma viscosity were unremarkable. Cranial computed tomography showed marked generalised atrophy with evidence of widespread cerebrovascular disease and a small left sided lacunar infarct confirming the clinical diagnosis. There was no evidence of metastatic disease. A chest radiograph (see fig 1) performed on admission was reported by the admitting medical officer as multiple cannonball metastases.
(1) What abnormalities are seen on the radiograph? (2) What is the differential diagnosis? A 16 year old Irish girl was referred by her general practitioner to the respiratory outpatient clinic with a nine year history of wheeze on exertion, which was getting progressively worse. She had a minimal response to regular inhaled low dose corticosteroids and required short acting β-agonists. There was no history of cough, sputum production, or haemoptysis. Her past medical history was unremarkable, and she described her development as normal during her childhood. She was a regular school attender and never smoked. She was on no other medications, and her siblings and other family members were devoid of any breathing difficulties. Physical examination showed a well built young woman in no respiratory distress, with the following physical characteristics: weight, 45 kg; height, 155 cm; pulse, 80 beats/min; blood pressure, 110/60 mm Hg; and respiratory rate, 18 breaths/min. An examination of the chest revealed forced expiratory rhonchi. The rest of the physical examination was normal. Skin allergy tests showed that she was allergic to the house dust mite and grass mix.
Pulmonary function tests demonstrated a forced expiratory volume in one second (FEV 1 ) of 1.84 l/min (63% of predicted value), forced vital capacity (FVC) of 2.31 l/min (75% of predicted value), and a FEV 1 /FVC ratio of 80% of predicted value. Lung volumes, performed by the helium dilution technique, confirmed a restrictive lung defect, with a total lung capacity of 2.83 litres (71% of predicted value), and a residual volume of 0.45 litres (53% of predicted value). Plain radiographs and computed tomography of the chest were performed (figs 1 and 2). The patient was given a trial of high dose inhaled corticosteroids, and was also started on inhaled long acting β-agonists. On review three months later the patient was no better, and bronchoscopy was performed (fig 3) .
(1) Describe the findings on radiography and computed tomography. 
